IP255.
Objective: Iliac vein stenting of nonthrombotic iliac vein lesions is currently considered one of the treatment options for managing chronic venous insufficiency. Previous investigations have focused on the efficacy and thrombosis of this procedure, but we noted that our most common postoperative complication was low back pain after stent placement. We investigated whether the use of intravenous (IV) intraoperative sedation would play a role in reducing this pain in our patients postoperatively.
Methods: Data regarding postoperative pain were collected during a 33-month period for a population of 1303 patients. The average age was 64.54 years (range, 27-99 years; standard deviation [SD], 6 13.93 years), with 482 female and 826 male patients. Before August 2016, patients did not receive IV sedation and instead received a 1% local lidocaine injection within the skin and subcutaneous layers of the operation site. After August 2016, patients received either a lidocaine injection or IV sedation (with varying amounts of lidocaine, fentanyl, ketorolac, propofol, and midazolam). A pain scale, ranging from 0 to 10, was used within 1 hour postoperatively to assess the severity of pain experienced by the respective patient groups.
Results: A total of 1182 patients underwent the procedure without IV sedation and reported an average pain score of 1.93 (range, 0-12; SD, 6 2.63). The remaining 121 patients received IV sedation and reported low back pain with an average pain score of 1.45 (range, 0-10; SD, 6 2.64). The 95% confidence interval of our data set ranged from À0.98 to 0.01. A P value of .0547 was calculated.
Conclusions: These data suggest a trend for reduction in postoperative back pain with the use of IV sedation. A larger population of patients in future studies could establish a stronger relationship between use of IV sedation and a reduction in postoperative pain experienced by patients after iliac vein stent placement for nonthrombotic iliac vein lesions.
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Objective: Noniatrogenic vascular injury accounts for <1% of pediatric trauma. With <4% of these involving the aorta, there is a paucity of reports describing aortic injury in the pediatric population. We present two extremely rare cases of traumatic abdominal aortic transection and report the management and outcomes of both an open and an endovascular repair.
Methods: Review and surveillance of the cases of two pediatric aortic transection patients were conducted at a level 1 trauma center.
Results: During a 12-year period, two children with trauma-related aortic transections presented to the emergency department. Both were hemodynamically unstable and taken directly to the operating room. An 11-year-old boy presented with a stab wound to the left flank. Injuries included penetration of the left kidney, transection of the aorta at the level of the right accessory renal artery, and injury to the inferior vena cava. The patient underwent reconstruction of the aorta using a Dacron interposition graft. He required nephrectomy, cava repair, fasciotomy, colon resection, colostomy, and prolonged renal replacement therapy. He was discharged home on postinjury day 38 without adverse vascular sequelae or need for further dialysis and underwent colostomy reversal at 5 months. Aortic duplex ultrasound at 7 months demonstrated questionable slight decrease in diameter at graft anastomotic sites but with normal flow throughout and without defect or stenosis. A 10-yearold boy involved in a motor vehicle crash, restrained only by a lap belt, presented with aortic transection at the level of the inferior mesenteric artery; he sustained multiple mesenteric rents, bowel injury, and lumbar spine fractures. The patient underwent endovascular repair of the aorta, fasciotomy, bowel resection, and delayed fusion of the lumbar spine. The patient was discharged home on postinjury day 36. At 4-year follow-up, imaging demonstrated satisfactory endograft position without growth complications of the aorta or child.
Conclusions: This is a rare report detailing the management of penetrating abdominal aortic transections in two children. Both endovascular and open repairs are described with outcomes and follow-up.
